the Task Force on Patient Safety in Officebased Surgery Facilities. The task force was assembled in the wake of several highly publicized patient deaths, increasing state legislative/regulatory activity, and a moratorium on all level II and level III office-based surgery in the State of Florida. The task force faced a daunting task.
TASK FORCE STATEMENT
At the ASPS Annual Meeting in October of 2000, the ASPS Board of Directors convened the Task Force on Patient Safety in Officebased Surgery Facilities. The task force was assembled in the wake of several highly publicized patient deaths, increasing state legislative/regulatory activity, and a moratorium on all level II and level III office-based surgery in the State of Florida. The task force faced a daunting task.
The first area the task force focused on was collecting, evaluating, and reporting the health policies, accreditation standards, state legislation/regulation activities, and publications that influence the delivery of health care in officebased surgery facilities. With the information gathered, the task force produced several documents, starting with an accreditation crosswalk table that contrasted the three nationally recognized accrediting agencies' office-based surgery standards. The task force also built a database to track state office-based surgery regulations, which was used as a resource to draft office-based surgery model legislation/regulation. The accreditation crosswalk and model legislation/regulation were placed on-line for members and have been widely distributed to national, state, and specialty medical organizations and state medical boards.
The second area the task force tackled was the development of office-based surgery guidelines. After an extensive review of the existing guidelines and scientific literature, it was determined that few materials met the scientific rigor necessary to establish clear standards of practice. Therefore, the task force determined it would be more appropriate to develop office-based surgery practice advisories, which are defined as systematically developed reports intended to assist decision-making in areas of patient care in which scientific evidence is insufficient.
INTRODUCTION
Our current health care delivery system has become increasingly complex, making it possi- ble to deliver health care that is technically superior to that previously offered. This is particularly true with regard to surgical services that are delivered in the outpatient setting. In fact, most surgical procedures are performed in one of three outpatient settings: hospitalbased, free-standing ambulatory surgery centers, or office-based surgery facilities. 2 The office-based surgery setting in particular has many advantages for both the plastic surgeon and his or her patients. These benefits include greater control over the schedule, greater privacy for the patient, convenience, and increased efficiency and consistency in nursing staff and support personnel.
Even with the increased demand for ambulatory surgery services, generally there is little scientific evidence available on patient safety issues in the ambulatory surgery setting, and even less that specifically addresses the officebased surgery setting. The majority of clinical research and scientific literature published on ambulatory surgery has been completed in the hospital-based ambulatory surgery setting. Research and published materials from the hospital-based ambulatory setting were used extensively in the development of this practice advisory; although the setting is not identical to that of office-based surgery, it is the most applicable. This advisory is based on the best information available and largely reflects the collective opinion of the members of the task force.
Because many factors affect safe outcomes in the office-based surgery setting, the task force determined that a series of advisories should be developed. The Practice Advisory for Patient Selection in the Office-based Surgery Setting, approved by the ASPS Board of Directors in November of 2001, was the second practice advisory developed by the task force. The first practice advisory, Procedures in the Officebased Surgery Setting, was published in October of 2002. Practice advisories addressing the topics of liposuction, anesthesia services, and pain management in the office-based surgery setting will be developed in the future.
This advisory provides an overview of preoperative steps that should be completed to ensure appropriate patient selection in the officebased surgery setting. A sample preoperative history and physical form, along with examples of the American Society of Anesthesiologists (ASA) Physical Classification Ratings, are included.
Disclaimer
Practice advisories are strategies for patient management, developed to assist physicians in clinical decision-making. This practice advisory, based on a thorough evaluation of the present scientific literature and relevant clinical experience, describes a range of generally acceptable approaches to diagnosis, management, or prevention of specific diseases or conditions. This practice advisory attempts to define principles of practice that should generally meet the needs of most patients in most circumstances. However, this practice advisory should not be construed as a rule, nor should it be deemed inclusive of all proper methods of care or exclusive of other methods of care reasonably directed at obtaining the appropriate results. It is anticipated that it will be necessary to approach some patients' needs in different ways. The ultimate judgment regarding the care of a particular patient must be made by the physician in light of all circumstances presented by the patient, the diagnostic and treatment options at hand, and the available resources.
This practice advisory is not intended to define or serve as the standard of medical care. Standards of medical care are determined on the basis of all facts or circumstances involved in an individual case and are subject to change as scientific knowledge and technology advance, and as practice patterns evolve. This practice advisory reflects the state of knowledge current at the time of publication. Given the inevitable changes in the state of scientific information and technology, periodic review and revision will be completed.
Preoperative History and Physical Examination
A complete preoperative history and physical examination serve two important purposes. First, the findings help to determine the most appropriate time and facility setting for the reconstructive or cosmetic surgery patient. Second, the preoperative history and physical examination provide baseline information to assist the medical staff in interpreting findings while monitoring the patient intraoperatively and postoperatively.
A preoperative patient history should include personal health history, identification of comorbidities, social history, family history, medication regimen (prescription and nonprescription), allergies (drug, latex, tape) and re- action, review of the body systems, and availability of a responsible adult to assist with postoperative instructions and care. The physical examination is essential for assessing the patient's clinical status preoperatively and should include an estimate of general health and appearance; measurement of height and weight; assessment of vital signs, including the heart and lung; and an examination of the anatomical area of the surgery. A sample preoperative history and physical form is shown in Figures 1 and 2 .
An integral part of the patient selection process is identifying comorbidities that are relevant to the procedure or that may predispose the patient to intraoperative or postoperative complications. When evaluating the patient, particular attention should be given to factors such as age, weight, and history of other illnesses, including diabetes mellitus, cardiac diseases, and respiratory conditions. The physician should evaluate the patient for a history of (or potential for) venous thromboembolism, and when indicated, should consult the appropriate ASPS Practice Advisory and/or Clinical Practice Guideline for thrombosis risk ratings and thromboprophylaxis measures. 3, 4 The surgeon should refer patients with significant comorbidities to medical specialists when indicated.
Preoperative Tests
On the basis of the patient's preoperative history and physical examination results, pertinent tests should be ordered, including:
electrocardiogram in patients over 45 years of age electrocardiogram at any age when known cardiac conditions are present complete blood count/blood chemistries, as anomaly, Down syndrome • Patients with mild psychiatric illness that is under control, such as depression, anxiety disorder, and bipolar disorder • Patients with a remote history of coronary artery disease and no other systemic illnesses whose progress afterward showed no further chest pain and documented good exercise tolerance • A 4-month-old infant for cleft palate repair • A 73-yr-old woman for bilateral breast enhancement • A 21-yr-old woman for breast augmentation with truncal obesity • A 43-yr-old woman for bilateral breast enhancement who smokes and has chronic obstructive pulmonary disease • A 32-yr-old asthmatic man for cosmetic rhinoplasty ASA 3: A patient with a systemic disease or multiple significant mild systemic diseases, organic heart diseases, severe diabetes with vascular complications, moderate-to-severe degrees of pulmonary insufficiency, angina pectoris, or healed myocardial infarction, e.g.:
• Any third-degree or fourth-degree burn patient who is hemodynamically stable and undergoing graft surgery • A 16-yr-old woman for earlobe reconstruction after congenital anomaly, with a symptomatic ventricular septal defect • A 26-yr-old man for back lipoma excision, with controlled end-stage renal disease • A 53-yr-old man for liposuction, who is hypertensive and has occasional chest pain • A 32-yr-old man for cosmetic rhinoplasty, who frequently has sickle cell crisis, with hematocrit of 16. ASA 4: Organic heart disease showing marked signs of cardiac insufficiency, persistent anginal syndrome, active myocarditis, advanced degrees of pulmonary, hepatic, renal or endocrine insufficiency, e.g.:
• A 71-yr-old woman for bilateral breast enhancement under general anesthesia who is asthmatic, smokes, and has chronic obstructive pulmonary disease • A 16-yr-old girl for earlobe reconstruction from congenital anomaly, with a cyanotic heart anomaly • A 53-yr-old man for liposuction, who is hypertensive and has had congestive heart failure within the past 6 months needed, for detailed evaluation of specific diagnosis, such as anemia, diabetes mellitus, hypertension, diuretic therapy additional tests as appropriate, depending on the patient's status as determined through the medical history and physical examination or because of the specific procedure being performed (see ASPS Clinical Practice Guideline for specific procedures;
www.plasticsurgery.org/psf/ psfhome/clinprac/index.htm).
ASA Physical Classification Rating
The surgeon is responsible for selecting the appropriate facility for each patient and therefore should assign the (ASA) physical classification rating. 1 This rating should be based on a combination of the preoperative history and physical examination, comorbidities, laboratory results, and the medical specialist's evaluation. Figure 3 outlines the ASA physical classifications, and Figure 4 gives specific patient examples of the ASA classifications.
Appropriate Facility Selection
ASA class P1 and P2 patients are generally considered the best candidates for ambulatory surgery and reasonable candidates for the office-based surgery setting.
ASA P3 patients may also be reasonable candidates for office-based surgery facilities when local anesthesia, with or without sedation, is planned and the facility is accredited.
ASA P4 patients are appropriate candidates for the office-based surgery setting only when local anesthesia without sedation is planned.
